ISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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Registration District No.

Z/7

rd
1. PLACE OF DEATH ¥ 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence before
a. COUNTY — a. STATE b. COUNTY admizslon)
Mo ST Lowrss _ E Mo i
b. CITY (If outside corporate limits, giva TOWNSHIP only) Length of stay in ib €. CI'I'Y A At Inside Limits
OR j 4‘7’00 A Me Millan i
TOWN St No e AF ZZZ.ELOJ—J? TOWN S &~ 1 oAk Yex J" No [
c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (I cutside, give locstion) Reside on Farm
HOSPITAL OR R v F/N/ ADDRESS v
wSTUtioN R o bent Koch gD LHI45 £ shie ML LAMO ™
3. NAME OF DE,CEASED First Middle Last 4. Dé\FTE Month Day Your
{Type or print] {’
Dorothy Doaro e“j. Shobey St\o L:Lagé. DEATH & 3o 156/
5. SEX 6. COLOR OR RACE 7. Maorried [  Never Married [ [8. DATE OF BIRTH | ¥ AGE [last birthdey) mNhDER 'DYEAR ': UNDER 2; HR
o - ths ays lours in.
N-—- W \Mdowod‘ Dlwr:ed’x %31,1g15 hsfﬁ I
108, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY|[ 17, BIRTHPLACE {City and state o country) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, evap if retired)

Heiwse. Wt

Mo U. s A

12a. FATHER'S NAME

Robert Shobey

V367 MOTHER'S MAIDEN NAME

Cornelia Black

Ferpuson

14. NAME OF HUSBAND CR WIFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no, or unknown} l(lf yes, give war or dates of service)

INFOR.MANT

Addraas

f\ec.orcf .)Lnopm — [2 chA 0‘&95/9 )tocA.JL

PART . DEATH WAS CAUSED

IMMEDIATE CAUSE (a}

18. CAUSE OF DEATH (Enter only one cause per line for (&), {b), and (c).

4 el S monaney, éﬁﬁavnxa,

INTERVAL BETWEEN
ONSET AND DEATH

JM‘W&M@

W

Conditions, if any, DUE TO (b}
which gave rise to
above cavse (a).
stating the under-
lying cause last. DUE TO {c)

po¥ X

PART .

OTHER S$IGMNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not rolated to the terminal
disesse condition given in PART § (a}

PART (1l. If deceased was, female

was
thare a pregnancy /l\ last 90 days.

Tohn GfEFF:‘n-.-DJ"orccdomd., downele o

223 g.m

Death occurred at.

f 008 Thoe )

=z
o
g
g J 0O Yes [ [{\M l O Unknown.
E 19, WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART | or PART 1) of item 18.)
] PERFORMED? [m] [m] O
(v} YES (W NO[J
-l
&1 720c.TIME OF  Hour  Menth, Day, Year
o INJURY a.m.
g p-m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, foctory, strest, office bldg., etc.)
NOT WHILE AT WORK [J
21, | attended the deceased from C_} = 2.0 60 4 r 80, A,’ and last saw :i":‘lliw on /,l J_L?Qlﬁ!

m on the date stated above, and to the best of my knowledge, from the causes stated.

‘22a. SIGNATURE

(-

{Dogree or title)

&MMMM\

22b. ADDRESS

Ko e

e, J

22¢. DATE SIGNED

¥-Jo—6/

ﬂ—&/z., /(’océ\' he,

23b. DATE

5-5-61

23a. BURIAL, CREMATION,
REMOVAL (Specify)

Z3¢. NAJAE OF CEMETERY OR CR
Greenwood Cemetery

MATORY

23d. LOCATION ([City, town, oricounty)

Salnt Louls,

[State}
Misgouri

24. FUNERAL DIRECTOR ADDRESS

Metropolitan Funeral Syggeg,ETﬁég

WX

DATE RECD. BY LOCAL REG,

-¢/

QG::/R:S}GNATURE &q

(Licansad Err;b_almcr s Statement on Reverse Slde)

———

-




-’c_"a T

. wnh th above. constitutes grounds for.revocation of license),

'

P .- n ) . . )

STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.
working under my personal supervision.

Student

Signatyre of Student Embalmer

- ) ' Licensed mbalm_er No.

. P. O. Address. 2405 Marcus Ave.

1 o - . ' v o 1‘
~ - . LI "

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN’ HANDWRITING (Failure to comply

- -

If embalmed by a STUDENT, he also shall sign in his OWN handwmmg

If this bpdy is not embalmed fact should be so stated above . . .
3 . St L. N






